Purpose. To audit operation notes of 50 patients according to the guidelines of the Royal College of Surgeons. Methods. Proforma operation notes of 50 consecutive patients treated in an orthopaedic department were audited by a single reviewer, according to the guidelines of the Royal College of Surgeons in terms of date and time of surgery, name of surgeon, procedure, operative diagnosis, incision details, signature, closure details, tourniquet time, postoperative instructions, complications, prosthesis used, and serial numbers. Results. There were 45 trauma cases and 5 elective cases. The operating surgeons were consultants (32%), senior registrars (36%), and registrars (32%). 28% and 72% of the operation notes were written by operating surgeons and assistants, respectively. Of the 14 operating surgeons who wrote their own notes, one was a consultant, 6 were senior registrars, and 7 were registrars representing 6%, 33%, and 2014;22(2):218-20 44% of the respective grades of surgeons. All the notes were handwritten; 20% had illegible parts (all in the description of the operative technique). Documentation was good for date and time of surgery (100%), name of surgeon (100%), procedure (100%), duration of surgery (94%), operative diagnosis (92%), incision details (84%), and signature (84%). Documentation was poor for tourniquet time (32%; pneumatic tourniquet was used in 25 patients, only 8 of whom were documented), closure details (16%), and postoperative instructions (24%). Conclusion. Documentation of operative details in our department was generally good, except for closure details, tourniquet time, and postoperative instructions.
44% of the respective grades of surgeons. All the notes were handwritten; 20% had illegible parts (all in the description of the operative technique). Documentation was good for date and time of surgery (100%), name of surgeon (100%), procedure (100%), duration of surgery (94%), operative diagnosis (92%), incision details (84%), and signature (84%). Documentation was poor for tourniquet time (32%; pneumatic tourniquet was used in 25 patients, only 8 of whom were documented), closure details (16%), and postoperative instructions (24%). Conclusion. Documentation of operative details in our department was generally good, except for closure details, tourniquet time, and postoperative instructions. description of operative details; they are important in postoperative management 2 and for medicolegal defence. According to medicolegal experts, 45% of the operation notes were non-defensible in a potential court case, as they missed important references to identifying or protecting adjacent vital structures at risk. 3 Thus, operative notes should be informative, clear, and inclusive of all necessary data. Nonetheless, not much attention is paid to operative notes in surgical training. Many operative notes are incomplete, illegible, and with confusing abbreviations. 4 There are 3 studies of operation notes based on the guidelines of the British Orthopaedic Association for elective total knee replacement. [5] [6] [7] This study audited operation notes of 50 patients according to guidelines of the Royal College of Surgeons.
MATERIALS AND METHODS
Proforma operation notes of 50 consecutive patients treated in an orthopaedic department were audited by a single reviewer, according to guidelines of the Royal College of Surgeons 8 in terms of date and time of surgery, name of surgeon, procedure, operative diagnosis, incision details, signature, closure details, tourniquet time, postoperative instructions, complications, prosthesis used, and serial numbers.
results
There were 45 trauma cases and 5 elective cases. The operating surgeons were consultants (32%), senior registrars (36%), and registrars (32%). 28% and 72% of the operation notes were written by the operating surgeons and assistants, respectively. Of the 14 operating surgeons who wrote their own notes, one was a consultant, 6 were senior registrars, and 7 were registrars representing 6%, 33%, and 44% of the respective grades of surgeons. All the notes were handwritten; 20% had illegible parts (all in the description of the operative technique) that could not be understood by the reviewer. Documentation was good for date and time of surgery (100%), name of surgeon (100%), procedure (100%), duration of surgery (94%), operative diagnosis (92%), incision details (84%), and signature (84%). Documentation was poor for tourniquet time (32%; pneumatic tourniquet was used in 25 patients, only 8 of whom were documented), closure details (16%), and postoperative instructions (24%).
Extra procedures were documented in 2 cases. Intra-operative complication was documented in one case. Prosthesis used and its serial number were documented in 10 cases; all were intramedullary nails. Other 3 cases of intramedullary nails were not documented.
discussion
Proforma operation notes are beneficial to many specialties. 4, 6, [9] [10] [11] The use of computer-generated templates or ready-made proforma together with typed notes is superior to handwritten notes. 12 Poor documentation of tourniquet time may cause medicolegal problems in case of postoperative complication due to the use of a tourniquet. Poor documentation of postoperative instructions may cause confusion in postoperative management by another doctor. Illegible notes are considered as missing and failure of documentation, as no useful information is conveyed. In our study, 20% of the notes had illegible parts, similar to findings in other studies. 10, 13 Legibility of signatures can be improved by the use of name stamps.
14 Although all our surgeons found that handwritten notes are easier and less time consuming, computerized notes avoid illegibility and help in medicolegal defence. 
